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Durlng the Recertifloation survey and
Investigation of complaints #38977 and #37634
conducted on 6/6/16 through 6/8/1 8, st Laurel
Manor Health Care, no deflclancles were clted I
relation ta complaint #368877. Deficlenalas were
clted In relatlon to complaint #37634 under 42
[ CFR PART 483, Requirements for Long Term
| Care Facliltes,

F 226 { 483.13(a)1)(1)-(iN), (c}(2) - (4) F 225
88=0| INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS '

The fecliily must not employ individuals who have
been found gulity of abusing, naglecting, or
mislreating residents by a court of Jaw: or have
had a finding entered Inte the State nurse aide
reglslry concerning abuse, neglect, mistreatment
of residents or misappropriation of thelr property;
and report any knowledge it has of actions bya

- aourt of law against an sm ployee, which would

- Indlcate unfitness for sarvice as a hurse alde or
 other facility staff to the Stats nurse alde regiatry
-or llcensing authorlties,

The facility must enaure that all allagad violations
Involving mistreatment, negleat, or abuae, , . '
1 Including Injurles of unknown source and d
{ misappropriation of resident property are reporied
Immecdistely to the administrator of the Taclily and
to other officlals In actordance with State law
through established procedures {including to the
State survay and ¢arlification agency),

The facillty must have evidence that all allaged
viclations are thoroughly investigated, and must
pravent further potantial abuse while the
Investigation la in progress.

LABORATORY DIREGTOR® OR PROVIGERTS 3759 HEPREBENTATIVES BIGNATURE . TILE (X&) DATE

deficlency statement ending with an astertak ] danotes & deflolency which (ha Inalilullon may be exzused from comecting providing it Is determined that
:;ysr saraguaf'da povkie uumclgnl acotection to Lhe patients, (See instructions.) Excapt for rusing homas, the findings ataled above are disclosebls 00 days
follewing the date of survay whathar or not & plan of correotion I provided. For nuraing homas, tha abiova findinge and planz of correction are discloashle 14
days following the date theee dacuments are madea avallabls o the facllity. |f deficiencls ars cited, an approved plan of corraction la requlalte to continyag
pregram perticipation.
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F 225} Continued From page 1 F 205 i

The rasults of all Invastigations must be reported
to the administrator or his deslgnated
rapresentattys and to other offfclals In aceordance .
with State law (Including to the State survey and .

certification agency) within 5 working days of the .
incident, and if the alleged violation ie verifled
appraprieta corractlve actlon must be takan, !

This REQUIREMENT s not met ag evidencad :
by:

Based on facility policy review, medioal racord
review, and inlerview, the faclllty falled to report
and Investigata an allegation of abuss for 1
ragident (#144) of 4 resldents raviewed for abuse
of 31 regidents sampled.

, The findings inotuded:

Review of facllity pollcy Abuse {and)] Residsnt
Rights, {no date} ravealsd "...Any Incldent of
abuse or grounds for susplclon will result In the
following...All reported aote or suspected acis of
abuse ghall be Immediately and thoroughly
Investigated...a writtan Investigation report shall
be completed...examples of abuse...thrsatening a
resldent for any reason...the Adminiatrator wi
investigate any Incident as the sltuation may
warrant.. will Inalude reporting of reaults to the
proper authorltles...Administrator will report all
allegad violations...to the state agenoy...a)l other !
agancles as required...take all necessary
.corrective actions,..

‘Revlew of facility policy Abuse Pollcy, dated
3/1/14 revealed "...The Administrator will direct a
thorough Investigation of sach such sllegsd
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(R4) (D EUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S FLAN DF CORRECTION ey
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF (EADH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG |  REGULATORY OR L& IDENTIRYING INFORMATION) TAG cnoas-nEFEREBJgFEIg Im g‘?}e AFFROPRIATE pate |
|
‘ 1) No othar complaints were mads by the
F 226/ Continued From page 2. ‘ F 225/ ragidant or tha famlly during the remainder the | 8/30/18.
violation,..Adminlstrator is responsibls to report [ stay refated to care or commants made by the
the resulls of all investigations ic the state staff. The realdent was discharged to hame on
agancies as raguired by state and faderal Jung 14,
law...The resuits of all Investigations must be 2} On June 7, 2016 the administrator direcled -
reported by the Administrator to the appropriate 3 staif mambers to Interviaw 22 resldents
state agency, as required by state law, within five using the QIS questions conceming abuge,
| (6) working days of the alleged violation...” {These reeldents that were considered to be
] Interviewabla) There were no reports of '
Medlcal tacard review revealed Realdant #144 alioged abusa amang the 22 reaidents
was admitted ta the facllity on 4/8/16 with + Intervieiod, The administrator reviewed the
} diagnoses including Muscle Weakness, Type 2 cantars abuge guidsiings on June 7 with the
Diabstes Mellltus, Atrlal Flbril ; Reglonal Director of Clinleal Oparatione. All
\ tbrillation, Chronie
ataff members on duty on Juns 7, 2016 wara
Kidney Diseasa, Dementla, Major Depressive immediatal
Disotder, Paln, Anemla, Hypothyroldism immediataly re-educated on the abuse
 Hy rter;alon 'and H ar"l Failur ¢ guldelines. A more sxtenalve aducation about
P ' eart Failure. recognizing and reporting abuse was initistad -
Medlcal record review of the gdmiasion Minimum . Eﬂ ;'i;’;?,:.ﬁn‘.,‘i‘;‘f; iﬁ??,’;ﬂﬂiﬂ[:ﬁ“b“‘i‘fﬂ;
Data Set (MDS) dated 4/15/18 revealed the 30, Stafi on leave will be educated on ?he i
| resldant scored 14 out of 15 on the Brief Interview day they raturned to work,
for Mente! Status (BIMS), indivating the resident 3) The adminlatrator will report any furthar
was indepandent with dally declslon making, allagationn of Abuga, Naglest ar Exploitation
requlred extensive asslst of 1 parson with aceording to the ragulations as soon as
 tollettng, and required extenslve 2 parson assist pessible when he |8 mada awars of the
Jrwith transfer and walking in room. aliagation.
. 4) Any allegation of Abusa, Naglect or
| Interview with Reskiant #144 on 6/7/16 at 7:37 Exploftation will be reperted according to the
AM' In “’19 fasldent's room I'BVBaled ||"-[cer"ﬂed faderalistate guldﬂ"naﬂ and .’.he adminlstrator
Nureing Aselstant (CNA} #2] was verbaily will be responelbla for assuring that a
abuslva...shs threatened to take my call light ‘;gm:::tt: d“;:éhr;°p‘ﬂ‘eg“;iﬁ$§::l‘;?y‘fo
ﬁ]‘:ﬁﬁa?ﬂaun told the administrator about the apprepriate officlals within the 5 day tims
frams, The invastigation resulis and outeoms
'Interview with Resident #144's son on 6/7/18 at ﬂg;;';f;‘f:ﬂ,;&tg; f;: ‘;{:,,,",’,ﬁgﬂ‘;?“ i
4,03 PM, In the confarénce room revealed "...dad : continued eampliance end Implementation of
,and | discuesed the Incldent with [CNA #2] and | | other Intervantions If NECABARATY,
told the Administrator about the Inoident 2 weeks
ago...nothing has been done about It.." ,
Telephone Interview with CNA #2 on 6/6/16 at
FORM C#3-2887(02-96) Previous Varlany Ghatiate Bvent 10: 2X1Ww14 Fasily [0: TN1302 If continuation shest Page 3 of 14
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NAME OF PROVIDER OR SUFPLIER 1 STREEY ADBRESS, CITY, BTATE, ZIP GODE
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4} 1D HUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION , (x8)
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F 225 | Conlinued From page 3 F 225

| 3:25 PM, revealad CNA #2 denled threataning to
take away Resldent #144's call light,

Interview with the Administrator and Soclal
Ssrvlcas Suparvisor on 6/7/18 at 4:50 PM, In the
| conferencs raom, confirmed the allegation of I
verbal abuse two weeks prior was ot
Investipated or reported to the State Agency unti
8/7/18 (14 days).

F 242 483.16(b) SELF-DETERMINATION - RIGHT TO F 242}
8s8aD | MAKE CHOICES ,

The resklent hes the right to choose activities, 1) The Director of Nursing Services

achadules, and health tare aonslstent with his or met with the CNA staff In the 6130119
har interests, assessments, and plans of care; Lighthouse on June 8 to re-aducate

interact with members of the community both them on the rights of the family and

ineide and outside the facllity; and make cholces the residents to make choices

about aspacts of his or het life In the faclity that spacifically conceming clothing

are slgnificant to the rosident, during sleep time and awake time.

Resident #53 was spacifically

This REQUIREMENT s not met as evidenced observed to have har pajama

by: bottoms in the appropriate posltion.
Based on medlcal record review, observation, 2) There is polentlal for any resident
and Interview, the facllity falied ta honor resldent to not be clothed in the manner that

 cholce to have pajama bottoms put on cornactly

for 1 resident (#53) of 14 residents raviewed. they or theit famlly chooses for them.

The nursing staff made a tour of the

' The findings included: Lighthouse on June 7th to ensure J
' that other residents were not
Medical record revlew ravealed Resldent #53 was impacted.

admitted lo the facillty on 8/23/10 and readmitted
on 6/27/15 with diagnosee including
.Schizophrenia, Anxiefy Disorder, Major
Daprassive Disarder, and Cognitive
Communication Deflclt,

Medlcal record review of the Minimum Dale Sat

FORM CM8-2887(02.90) Frevioua Varelons Obasleis BvantID; 2X1Wid Faciily (D1 TN1802 If conlinuation cheet Pege 4 of 18
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F 242 | Contlnued From page 4 F 242
| Quartarly Ravisw Assessment dated 6/16/16 ' 3) All staff warking in the Lighthouse
 Status (a teet for cognlitve abllity) score was 3, - the resident's right to make choices
Indicating the resldant was severely cognltively and self-determination during the
Impaired. - ‘
Hmp week of Juns 6. The residenis in the !
Medicsl reaord review of the Cars Plan | Lighthouse and Marbor Side were
Gonfarenc':e Summary dalgd gfgfh‘ln 6 revealgd monitered each morning for 2 weeks
'"...Cara Plan Conference 3.3 sister o roper sleepi Ire was in -
Resident {responsible ﬁarty] ere...Se[s;erai :)Cli:cnesure proper sleeping att
cancerns Iz oh other sheet...#4. PJ'S (pajamas] ) I .
not plasing her botloms on at night...” :[)BZ:; ?:R::grml 2; ggmpg?; "
Observation of Incontinence care on 6/07/16 at per week for 3 months and then ona
667 AM, tn iha resident's room, revealed time per week far an additional 3
Ralaidanl #53"2 pajanlza boltoms wera pulled down manths, After that there will be
below the resident's kneas. Continued
obasrvation revealed the resident was trying to ’“°““I'.]V °“E°Tk'f;‘: e“‘;’turefctﬂ““;‘;zgl
puli the i:v.'ajaa\ms::1 bgttoms up after the Incontinence gﬁ;nci;a&li:lfba ravi::le; gurln?g b
Gare wae provided,
P centers' menthly QAPI mesting for
Interview with Certified Nursing Assistant [CNA) additional interventions, if necessary.
#1 on 6/7/16 at 6:11 AM, on the Light Houae Hall, The topic of self-datermination and the
ravealed "...pants ars left helow the knees 8o they right to make choices wili be included
won't get wal. Most don't have enough clothss to in the orientation for all new
. change them every timse they gst wat... employees in the future.
Interview with the Director of Nursing {DON) on
6/6/16 at 10:46 AM, in the DON's offlce, '
.confirmed the DON was aware of the resident's
1sleter's preference to wear pajama botloms at
night. The DON confirmed the faclliiy falled to
honor-tha resldant's right to chooes.
F 279 | 483.20(d), 483.20(k){(1) DEVELOP F 279
99eD | COMPREHENSIVE CARE PLANS
A facllity must use the results of the asseasment
to develop, review and revise the residant's
FORM CM3-2867(02-09) Provipus Varslone Obsolele Evant [D12X1Wi4 Facllty ID: TN1302 if continuation sheet Paga 5 of 16
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| 1) The care plan for resident #1412 was
. 63016
F 279 [ Conlinued From page 5 F 279 reviewed and updated to sssess the
| comprehenelva plan of care, 'potential for falls resulting from the
: i h]
| The faclilty must develop a comprehensive care ipraecrlbac.i medications on Jﬁne 8.
' | plan for eech resident that Includes measurable 2) There is a potential for other
objectives and timetables to mest a rasident's resldents to have an increass in risk for
- medieal, nurelng, and mental and psychosaciel falls while taking antidepressants or
| needs that are Kentifled in the comprehansive anti-anxiety madieations on June
assesement. ".The MDS Coordinators identified all
The care plan must describa the services that are resldents taking antipsychotics and
to be furnished to attaln or maintain the resident's evajuated them as fall risk. Care plans
highest practicable physlical, mental, and were maodified appropriately.
paychosoclal well-being as required undar '3) The center's ¢are plan team will
£§483.25; and any eervices that would otherwlse review and update as appropriate,
.' ba requirad under 3483.25 but are not provided document the increased potential for
! due fo the resident’s axercise of rights under falls in the care plans of residents
| §483.10, including the right to refuse treatrnent ; P oS
under §463.10(b)(4). taking antidepressants or anti-anxiety

; medications that have been identified
-as being a riek factor,
 This REQUIREMENT s not met as evidenced 4) Resident falls are reviewad during

by: Clinical Start Up meeting, risk factors
Based an medical racard review and Interview, are reviewed as well ag interventions to

the facllity falled to update a care plan for

lanlidepressant and antlanxiely medication usage prevent recurrence. All resident falls ‘
for ane resldent (#112) of 5 resldents reviewed for are also reviewed during the Centers
unnecessary medications of 31 samplad menthly QAPI meating and Rlsk
reslidents, Factors will be reviswed {o malntain

'continued compliance.
The findings Includaed: P

; Resident #112 was admitted to the faoillly on
X 7128/16 with dlagnoses Including Muscle
Waeagkness, Alzhelmer's Disease, Dementla,
Hypertanston, and Gasirorsophageal Reflux,

'Medical record raview of physlcian's ordera
revealed an order dated 7/30/15 for Mirtazapine
(antidepresasant) 7.6 milligrams {mg) evary

FORM CMB-2007(02-98) Previoua Verslons Qbsolale Event 10:2X1W14 Faclllty 10: TN1302 If continuation sheet Paga 8of 15
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06/08/2018

F 278 { Gontinued From page & F 279§

avening and an ordar dated 2/17/18 for Atlvan ]
[ (antianxtety} 0.5 mg twloe dally a8 neaded. =

Medical record review of the faclity's Clinical
Heaslth Status Quarterly dated 10/M15/15, revealed
the realdent was at risk for falla.

Medlcal racord raview of the care plan updated
4/718 revealed the resident was at rigk for falls,
Continued review revealed the care plan did not
address the resldent taking entidepressant or
antlanxlaty medication, Inoreasing the resident's
rigk for falis. :

Interview with the Minlmum Data Set (MDS)
Coocrdinator on 6/8/16 at 8:30 AM, In the MD&
office, confirmad the cara plan did not address
the ant!depressant or antlanxlsly medication or !
gﬁ maedicatione Inoreasing the resldent's risk for

s. I
F 332 | 483.26{m}1) FREE OF MEDICAYION ERROR F 332
§5=D IR:!\TES OF 8% OR MORE .

The faclity must sheure that It I8 free of
madication error rates of five percent or greater,

This REQUIREMENT is not mst ag evidenced
by:
Based on medloal record review, observation,
and interview, tha facllity falled to snsure a
.medleatlon error rate of less than 6%, with errors
cbserved In the administration of 2 of 27
med|pations, resulting in &n error rate of 7.40%,

The findings Included:

(-
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F 332 Conlinued From page 7 [ F 332 the medication error by not monitoring
Medlcal record revisw revealed Resident #8 wags the blood pressure on residents
. admitted to the facliity on 11/26/15, with receiving antihypertansive medications
diagnoses including Muscle Waakness, Chronic was observed duting the initial
Obstructive Pulmonary Disease, Diabstes, and | medication pass on the next shift that
-E I riansion, [
ssontial Hypertensio : she worked on June 9™, i
Obsarvation of @ medicatlon pass on 6/7/16at | 2) Blood pragsures were obtalned on i
7:35 AM, revealed Licensed Practical Nurse all residents on blood pressure |
(LPN) #2 preparad medioation for Reeldant #8. medication. Nursing administration
Obsell'vatlgn maallt?d the )medlcatlon lnc‘l[uded ‘reviewed the medlcal records of all
Taprolol 25 mg (milligram) and Narvaag 10 mg i
{generio Amlodiplne Besylats) (hoth medioations Iresg:!ent.s recalving blo?ﬁ ?Essﬁm
are anthypertensives), Confinued obaervation 'medications to ensure that bloo
revealed the LPN administered the medioations :pressures wera recorded In the
i swithout taking the blood pressurs, medical record and were within the

prescribed parameters prior to

Madical record ravisw of Resldant #9's physiclan | imadication administration on June 8%, |

recapliulation orders for 6/2016 revealed

' '3) All LPNs and RNs were reeducated
Matoprolo! Tartrate 26 my (Taprolol) 1 tablat & oo o
mouth twice daily; hold for systolic blond praagum to follow medication administration
iess than 110 or heart rate less than 55, : paramaters for all medications,
Amlodipine Beaylate 10 mg (Nervaac), 1 tahblet by i including antihypertensives on June
mouth dally; hold for systollc blaod pressure legs gin,
than 100 or dlastollc blood pressure less than 0. | 4) RN nursing supsrviaors will observe -
; ! kly med pass for 3 months and a.
Interview with LPN #2 on &/7/18 at 7:45 AM, In 8 weekly
the hallway, revealed the LPN had not taken the manthly observatlon by the consulting
resldent's blood pressure because the resldent pharmacist. A manthly observation will
*had been taking the madication long term. be completed by nursing
Continued Interview ravealed, due to the resident adminlstration thereafter. Any error
taking the medication long term, It was not noted during observation will be

. required to take the biaod preasure. reviewed Immadiately with the nurse In

1 on 1 present time education._The
Interview with the Director of Nursing on 6/7/16 at &
9:40 AM, In the conference room, confirmed the Yesults will be reported to the QAP
blood pressure was o be taken prior to ;committea Monthly for 3 months then |
adminlstering hypertanelve medicationa, on a quarterly basls
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441 g
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53-FE | SPREAD, LINENS

The facllily must astablish and malntain an ' |
Infeotion Control Program designed to provida a
esfe, sanitery and comfortable ehvironment and
to help prevent the development and transmilsglon
of disgasa and infoction,

{a} Infaction Control Program

The facllity must establish an Infection Cantrol
Program under which It »

(1) Investigates, conitals, ang prevents Infections
In the fagllity;

(2) Decldes what procedures, such as isolation,
should be applled to an Indlvidual resldent: and
(3) Maintains a record of inoldents and corragtive !
actiona related to infections.

(b) Preventing Spread of Infaction ' - ‘
(1) When the Infection Contral Program
delermines that & resldent noeds Isolallon to
prevent the spread of Infection, the faclity must
lsolate the resident,
{2) The facliity must prohlbit employses with a
cammunicable disease or Infactad skin eslons | :
from direct contaot with residents or their food, if !
diract contact will transmit the diseaca, !
{3} The fecility must requlre slaff to wash thelr
hands after each diract resident contact for which
hand washing Is Indicated by accepted

' profesalonal practice.

{c) Linens

Persannel must handle, store, procass and
:transport inens 9o as to prevent the spread of
Jinfection,
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This REGUIREMENT Is not met as evidanced
by:

Bazad on facllity procedural guidealine review,
facllity audit tool review, obsarvation, end
Interview, the facllity failed to disinfeot hands
during medication adminiatration for 1 Resldant
(#8) of 5 residenta ohaarvad during medication
adminlatration; falled to diginfect hands-during
Incontinance care for 12 residenta (#51, #87, #49,
#65! #61| #64, #40| #1 28| %E; #53. #BU ﬂ!‘ld :

'#113) of 12 resldents abaervad for Incontinence T

-care; end falled to disinfact hands durlng meal '
service for 6 residents of 23 residents observed
{n the maln dining room. :

The findinga included:

Review of {he facllity procedural guideline for

"Parineal Care" dated 2014 revealsd "...Perform ;
'hand hyglana. Apply clean gloves...Dapose of -
gloves...performs hand hyglene..."

Review of Pérl Cara Audit Tool {no date) revealed
“...5taff must gather suppllss...wash kands,
Appllea/puls on gloves...Washes hands before

lsaying the room..."

Review of the facllity progedural guldeline for
*Hend Hygleng" dated 2014 revealed ".. Wash
hands with elther plain soap and water or
antibatterlal soap and watar...Before and after
having direct contaat with patlents.. After contact |
,with Inanimate objects,.. medloal equipment...After
removing gipves,.,"

:Review of Hand Hyglene Care Audit (no date)
revealed “...Hand washing is done bafora and
aftor each restdant contact,,.Hand washing i3 .

FORM CMS-2557(02-99) Pravious Veralons Obaclale Evant ID: 2X4W11 Faclily DL Y1302 If continuation shiast Page 10 ot 156

fRtz ook




0770172016 FRI 10:53 PRAX 423 626 0676 Laurel Manor Fo13/0z4

PRINTED: 06/21/2016

| Observation revaaled the LPN picked tha

‘removed,..”
|

Qbservation of a medication administration on
8/7/18 at 7:20 AM, revealed Licensed Praotioal
Nurse (LPN) #1 had preparad tha medication with
| ungloved handse and placed the médication In a
"madication cup. Continued observation revesisd
the LPN handed the madieation cup for the
resldent te swallaw the plila. Observation
revealad the resldent dropped one pii.

madicatlon off the fioor wilh bare hends, placed
tha pill on the medication cart, had coworkar
‘witness the destruction of plll, openad the
medication drawer, retriavad another pil to
replaced dropped plil, returned to the resident
:and adminlatered the pill. Observallon revealed
'the LPN dld not disinfect the hands after picking
:up the plil from the floor, did not the dlainfect
‘hands prior to retriaving addition madication from
the cart, did not disinfect the hands prior to
administering medleation to the resident.

, Interview with the LPN #1 on 6/7/18, at 7:30 AM,
' In the hallway, confirmed had not disinfected the
 hands after plcking the pill off the floor and had
not disirfected the hands befare retrieving the
new madication, or had not disinfected the hands
priar to adminlstering the madication to the
realdent,

-Observation of Certiflgd Nurge Alde (CNA) #1 on
the Lighthouse Hallway on /714 from 6:11 AM
through 8:07 AM, revealed the following:

.Resident #61 (room 114A) at 8:11 AM - Obsarvad

‘medication administration, peritoneal
oare and meal service on June 9.

Each employse was observed
performing a return demonstration by
‘managamsnf,

2) There is potential for other staff |
membars to not follow the facllity .
guidelines for handwashing. All staff
members were reeducated about
facliity guldelines for infection control
speclfically for handwashing which
began on June 8, All staffthat hag .
worked through June 30 has been re- |
educated. Any staff that has not
worked will be reeducated prior to their
return to work.

3) The nursing home management
team will manttor the staff daily for
compllanca with the infection control
guldelines for handwashing for 2
weeks, then weekly for 4 weeks and
as needed thereafter. Handwashing
technigue will be included in the
orientation program for new
employees which will Include a return
demonstration.

4) The results of the monitoring
process will be reported monthly at the
QAPI committes meetings for 2
months and then quarterly theraafter
to monitor for contihued compliance.
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F 441 |. Continued From page 10 F 441 Therapist were reeducated on the ,
Idluna evsrg tlmahyuuhramove gloves...ramaves facllity guidelines for infection control
|0loves end washes hands before Isaving a spacifically for handwashing durin
. room...Washes hands every Ime gloves are P y 9 9 6/30/16
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CNA# provided indohtinence care far resldant |
#51 wearing gloves. Continued observation
reveglad CNA#1 removed the gloves after
providing care, did not wagh the hands, and
proceaded to ancther resident's room,

Resldent #87 (room 113A) at 5:16 AM - Observed
CNA#{ donned gloves, changed the resident's |
hrief and sheets, ramoved the gloves, did not
wash the hands, an¢ proceaded {0 another
rasldent's room.

Resident #4 (room 1 163) at 5:28 AM ~ Qbserved |
CNA#1 donned gloves, checked the resident far
Incontinenoe by touching linens under the
resldant (residant wae dry). removed the gloves,
and exlted the resldent'a room without washing
the hands.

Resident #86 {room 116A) at 6:29 AM - Observed |
CNA i1 donned giayes, changed the resldent's
 brief, removed tha gloves, did not wash the hands
after removing the glovas, and progesded to

' anuther resldent's room.

Rasldent #81 (room 115A) at 5:20 AM - Observed
GNA#1 donned gloves, changed the resident's
brief, romoved the gloves, did not wash the
hands, and proceeded {¢ anolher resident's
room.

Resldent #84 {room 117A) at 5:31 AM - Obgerved !
CNA# donned glovee, changed the residant's
brief, removed the gloves, did not wash the
1hands, and procesded to another rasident's
‘room.

Resldent #40 (room 1178) at 5:30 AM - Observed
CNA #1 donnad gicves, pullad the resldents
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pajama bottome down below the khees, changed |
the resldent's brief and sheets. Continued
obssrvation revaaled CNA #1 remeoved the

| gloves, did not wash the hands, and proceeded to
another resldent's room.

Resldent #128 (room 118) at 5:44 AM - Obaarved
CNA#1 donned gloves, cheoked the resident's
brlef for Incontinenos with gloved hands (the
reaident was dry.} Contlnued ohservation
revaaled CNA# removed the gloves, did not
wash the handa, and procsedad to anather
regldent's room,

Resldent #36 {room 11CA) at 5:48 AM - Obsarved
CNA#1 donned gloves, changad the ragldent's
brlef and aheats, removed the gloves, did not
wash the hands, and proceeded ie another ' '-
resldent's ream,

Resldent #53 (room 105B) at 5:67 AM - Observed | !
.CNA#1 aaslat CNA #4 with checking tha resldant ' ‘
for Incontingnce. CNA#4 instructod CNA# to '
wash her hands bafore donning ihe glovas, CNA
.$#4 and GNA #1 donned gloves, and checked the
resident for incontinence. CNA#1 removed the
gloves, did not wash tha hands after providing
care, end proseedad to another residant's room,

Resldent #80 (roam 101A) at 5:55 AM - Obaerved
| CNA#1 entered the resldent's raom, and without
.washing the hands, touched the resident geveral

times during care. Conlinusd observalion
| revealad CNA #1 did not wash the hands after
fouching the regldent,

Resident #113 (room 101B) at 6;07 AM -
Obeervad CNA #1 donned glovas, changed the
resldent's brief, removad the glovee, and did nat
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wash the hands before axling the residant's
room.

Interview with CNA #1 on 6/7/18 at 8:11 AM, on
the Lighthiouse Hallway, conflirmed she had not
washad her hands after removing tha gloves.

“Interviaw with the Director of Nursing (DON) on
16/8/16 &t 10:36 AM, In the DON's office,
confirmed the facility's staff was expected to
wash thelr hands before danning gloves and after
removing the glovas. Continuad Interview
confirmed the facllity had falled to follow thelr
Infactlon control pollcles for hand hygiene to
‘prevent the spread of [nfection.

.Obsarvation of the mein dinlng toom meal Barvice
on 6/6/10 at 11:46 AM, revealed Spaech
Theraplst #1 moved a male resldent In whes!
chair closer to table, tauched ancther male
rraeldent's ball cap on his head, continuously
touched her face and played wiih ker halir, moved
fomale resident in whesl chair to table, retrleved a
.tlean gless from clean cart and gava to a anothar
‘famale reaident, rubbed her nose and played with
ther halr, Walked to claan cart retrisved clean
sliverware and gave to a different resident, than
exited dining room and went into the Therapy
Dapartment ali-without waghing her hands,

intervisw with Speech Theraplst #1 on 6/6/16 at
12:07 PM, outslde the maln dining raom,

confirmed she had not sanitized the hands sfter
contact with multiple resldents and wheel chairs,

.Intarview with the DON an 6/8/16 at 10:36 AM, In
ithe DON's offlea; conflrmed the Speach Theraplst
\#1 should have washad her hands In betwsesn

resldents during the meal service. Continued

F 441
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interview confirmed the facllity failed to aanlitiza t
hands during the meal service.
|
|
|
|
|
1
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